Denouement and discussion
The initial paracentesis demonstrated fluid with 89% lymphocytes and numerous red blood cells. After the infant was placed on a fatcontaining diet, the triglyceride level, which originally was low, in the ascitic fluid rose to 460 mg per 100 ml. Therefore, the diagnosis of congenital chylous ascites was made and the infant was kept on total parenteral nutrition for 12 days until the ascites had resorbed, and then was maintained on Portagen (medium chain triglyceride formula) for 2 months.
Isolated fetal and neonatal ascites (without hydrops) is infrequent and chylous ascites is an uncommon as a cause. 1 The most common cause of isolated fetal ascites is urinary obstruction, particularly posterior urethral valves and less commonly urethral atresia. 2, 3 Most of these cases are associated with oligohydramnios. Approximately 60 to 70% of cases of fetal ascites are due to urinary tract obstruction. Hepatobiliary and intestinal causes account for 15 to 30% of cases. The most common of these causes are hepatitis, biliary atresia, bowel perforation and meconium peritonitis. Chylous ascites makes up 4 to 20% 3, 4 of cases of fetal and neonatal ascites. In the neonatal period, polycystic kidney disease and massive nephroblastomatosis can occasionally produce an appearance referred to as 'roentgenographic pseudo ascites' on a plain frontal radiograph of the abdomen. 4 This is due to medial displacement of bowel loops by the massive enlarged retroperitoneal renal parenchyma, simulating ascites in these patients. 5 The initial imaging of fetal and neonatal ascites is almost always sonography. Fetal sonography demonstrates in utero ascites in the absence of scalp swelling, pleural effusions, pericardial effusion and placentomegaly, confirming that isolated fetal ascites is present and not hydrops fetalis. Postnatally, the genitourinary system, liver and bowel must be evaluated to exclude findings consistent with urinary tract obstruction, liver disease or bowel obstruction. A plain radiograph of the abdomen should be obtained to evaluate for peritoneal calcifications associated with meconium peritonitis. Paracentesis is required to make a diagnosis of chylous fluid. The ascitic fluid will be rich in lymphocytes, protein and may have chylomicrons depending on the diet. 1 The etiology of congenital chylous ascites is usually not definitely ascertained but is believed to be focal obstruction or compression of the lymph vessels, which then perforate intraperitoneally. This is rarely due to a definable mass. ACT scan may provide better imaging of the root of the mesentery and can be useful to diagnose a mass obstructing the lymphatics or exclude a mass as in this case.
The prognosis of chylous ascites is good with the majority of cases resolving spontaneously. In one-third of patients, the ascites will resolve in the first month of life with conservative treatment alone. 1 The most frequent treatment is dietary management. This may involve low-fat diet with medium chain triglycerides. Medium chain triglycerides bypass the lymphatic system, thereby decreasing the flow of chyle. However, prolonged therapy with medium chain triglyceride formula may lead to central nervous system myelination abnormalties because of the absence of long-chain fatty acids. Total parenteral nutrition (TPN) is superior in this regard to low-fat enteral diet but does involve the risk of infection. In this patient a combination of short-term TPN and low-fat diet have proven effective. Chylous ascites may not resolve quickly and a trial of up to 4 weeks should be made before it is decided that TPN has been unsuccessful in treating the ascites. 1 In refractory cases, an attempt may be made to try to repair the torn lymphatics, but this is often unsuccessful. Peritoneal venous shunting also has been tried, but it is also often unsuccessful 
